Case Summary. In severely calcified AVF with aneurysmal change, it is difficult to recanalize and perform endovascular balloon angioplasty, especially when the AVF becomes totally occluded. Multiple techniques evolved in percutaneous coronary intervention and peripheral angioplasty is often combined to yield a good result. This allowed the patient presented with a totally occluded AV fistula to recovery the function of the hemodialysis access. When performed in experienced hands, endovascular approach provided similar efficacy of longterm patency rate with a shorter procedure time.
[INTERVENTIONAL MANAGEMENT] Procedural step. A 8Fr sheath was inserted to left brachio-cephalic AV loop bypass graft and a 12 Fr sheath was inserted to right common femoral vein. Left innominate vein was crossed with a.035 00 Roadrunner wire via arm and was trapped by a 15 mm Snare via right common femoral vein and externalization of the wire was performed. IVUS showed dynamic compression of left innominate vein by brahiocephalic trunk. The lesion was dilated with a 14.0/40 mm Wanda balloon at 10 atm and stented with a 13.0/50 mm Viabahn graft stent. Dynamic compression of the stent was noted by IVUS without pressure gradient found. Arm swelling and face swelling resolved after procedure.
Case Summary. Viabahn graft stent can be used safely for innominate vein stenosis compressed by brachiocephalic trunk. It also carries smaller risk for stent migration than Wall stent. IVUS evaluation is mandatory during the procedure. 4. Bilateral approach and antegrade wiring with 0.014 wire for better torquability. It successfully passed and went into left brachial guiding catheter. 5. 2.5mm balloon to anchor the wire and we tried to pass a coronary 2.5mm balloon, but it failed and the wire drop out after patient take a deep breath. 6. Restarted over again, we wired via brachial in retrograde with 0.014 wire and a CTO-wire Approach 25g. Finally we passed again. 7. 2.5mm balloon to dilate stenotic part, and then we intended to change 0.035 wire for better support. The guiding catheter successfully went over aorta after balloon dilatation. We changed to 0.035 wire then. 8. Because of balloon and stent profile, 7.0mm balloon to dilate lesion and deployed a 8.0mm/37mm stent without guiding catheter. Localization of balloon/stent by injected contrast via JB2 catheter from antegrade. 9. 7.0mm balloon to do post-dilatation, and then procedure ended.
Total procedure time: 4 hours, Contrast exposure: 100ml
Case Summary. In subclavian artery intervention, sometimes the pathway torturously is beyond we thought. 0.014 wire might help in such circumstance, better torquability, but need careful exam if support enough. And bilateral approach in subclavian artery intervention is crucial. Relevant clinical history and physical exam. Progressive dyspnea has been noted since one week ago. The patient's general performance had been relatively fair prior to admission. Sudden onset of shortness of breath after going to bathroom early this morning, then she was brought to our ER, where initial vital signs revealed systolic blood pressure 168mmHg and diastolic blood pressure 88mmHg. CXR showed acute pulmonary edema Relevant test results prior to catheterization. After series of examination lab data showed impaired renal function (Creatitine 2.36 mg/dl), normal level of cardiac enzyme and NT-pro BNP 8894 pg/dl. Bedside heart echo showed LVEF 40%.
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Relevant catheterization findings. CAG via RRA showed CAD with TVD (LM: patent; LAD: -M: diffuse lesion with up to 50% stenosis; LCX-M to D: tandem lesion, up to 90% stenosis; RCA-P:80% stenosis) LVG showed mild LV systolic dysfunction with LVEF 45%. We deployed BMS at RCA and LCX-D.AOG showed irregular lumen and renal artery stenosis.
